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Methods | Non-health maintenance organization Medicare beneficiaries aged 66 years or older who died between 2004 and 2011 in Massachusetts, Michigan, Utah, and Vermont were included due to availability of electronic death records and ability to link to Medicare. The Partners human research committee determined the study was not human research.
Death records were not available for Massachusetts in 2011 and Utah for 2004 through 2005 , and approximately 10% of decedents could not be linked to Medicare claims. Death certificates documented age, education, Social Security number, and usual industry and occupation (the type of job engaged in for most of his/her working life). Industry and occupation are typically provided by family members to the funeral director and are highly accurate.
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From Medicare records, we obtained data on 5 validated measures of end-of-life care intensity during the last 6 months of life: surgery, 3 hospice care, 4 intensive care unit (ICU) Results | There were 2396 deceased physicians, 2081 lawyers, and 665 579 in the general population ( Table 1) . Physicians and lawyers were more likely to be male and college educated than the general population. In adjusted analyses, physicians were less likely to die in a hospital compared with the general population (27.9% vs 32.0%, respectively; P < .001), less likely to have surgery (25.1% vs 27.4%; P = .01), and less likely to be admitted to the ICU (25.8% vs 27.6%; P = .04) ( Table 2) . Physicians were less likely to die in a hospital compared with lawyers (27.9% vs 32.7%, respectively; P < .001) but did not differ significantly on other measures.
Discussion | For 3 of 5 end-of-life care intensity measures, physicians received significantly less intensive care than the general population. Although not large, the differences suggest less aggressive care for physicians. The possible reasons physicians received less intense end-of-life care than others could be knowledge of its burdens and futility as well as the benefits and the financial resources to pay for other treatment options, such as palliative care or skilled nursing required for death at home. In contrast, only 1 measure differed between physicians and lawyers. Economic resources and education may therefore contribute to end-of-life-care decisions. However, the lower rates of hospital deaths of physicians compared with lawyers suggest that while resources may promote home deaths, actual experience with hospital deaths may differentially motivate physicians to avoid them.
Study limitations include the use of retrospective data and omission of unmeasured confounders, particularly income, although this is partially addressed by controlling for hospital referral region and making comparisons with lawyers. Second, this study does not address complex decision-making processes nor satisfaction with end-of-life experiences. Third, we could not identify physicians' specialty or professional experience with end-of-life care. Fourth, death data from some states for selected years were not available. Fifth, data were available on only a limited number of states.
These findings could inform how health professionals communicate with patients about end-of-life care choices. For example, family members of critically ill patients sometimes seek 
